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Abstract

Objective To explore the challenges academic FPs face when assessing patients’ functional ability to return to work;
to produce a detailed account of FPs’ experiences and views on workplace disability management; to describe which
parts of the disability assessment and management process FPs would like to modify or relinquish; and to provide
solutions to streamline the overall process of assessing disability.

Design Qualitative phenomenologic study using in-depth interviews.

Setting A family health team located in a large urban teaching hospital in Toronto, Ont.

Participants Purposive sample of 6 FPs.

Methods Participants were invited to participate in 1-hour, in-depth interviews. Themes were derived from
qualitative analysis of the data using a phenomenologic approach.

Main findings Four themes emerged from the interviews: the FP’s role in filing a compensation claim; the
complexity of the patient; the FP’s lack of training in occupational health; and possible solutions to improve the

process of assessing the functional ability of an injured worker.

Conclusion As in other areas of medicine, the role of the FP : EDITOR'S KEY POINTS

is to restore health; optimize social, psychological, and functional : e Physicians are traditionally considered to
capabilities; and minimize the negative effects of injury. Assessing : be legitimate gatekeepers of the return-
functional abilities for return to work can be challenging, as FPs are . to-work process for patients who have
trained to focus on assessing and treating symptoms rather than on - suffered work-related illnesses or injuries.
determining occupational functioning. Functional assessment forms -

do not provide enough information for physicians and serve as a poor : ¢ Astudy of GPsin the United Kingdom
communication tool among the stakeholders involved with returning an - revealed that the burden of providing
injured worker to work. :  sickness certificates was so onerous

that half of the GPs who participated

in the study indicated that they wished
their role in certification were taken
away. According to the literature, factors
contributing to the difficulty of this issue
for physicians include time constraints,
insufficient educational opportunities
about occupational health issues, possible
conflicts with their role as their patients’
advocates, and the complex nature of the
physician-patient relationship.

® This qualitative study explores the
challenges FPs face when asked to assess
patients' functional ability to return to
work, produces a detailed account of
FPs' experiences and views on workplace
. disability management, and provides
This article has been peer reviewed. - solutions to streamline the structure and
Can Fam Physician 2011;57:202-9 . overall process of assessing disability.

202 canadian Family Physician + Le Médecin de famille canadien | VOL 57: FEBRUARY « FEVRIER 2011




Recherche

« Pouvez-vous retourner travailler? »
Expérience quont les médecins de famille de Iévaluation de la capacité de retour au travail
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Résumeé

Objectif Examiner les défis rencontrés par des MF universitaires lorsqu'ils évaluent la capacité de retour au travail
de leurs patients; faire un compte rendu détaillé de leur expérience et de leur opinion sur la gestion de l'incapacité
au travail; préciser quelles parties de l'évaluation et du processus de traitement de l'incapacité ils souhaiteraient
modifier ou abandonner; et suggérer des solutions pour rationaliser I'ensemble du processus d’'évaluation de

I'incapacité.

Type d’étude Etude phénoménologique qualitative a I'aide d’entrevues en profondeur

Contexte Une équipe de santé familiale située dans un grand hdpital d’enseignement urbain a Toronto, Ontario.

Participants Un échantillon raisonné de 6 MF.

Méthodes On a demandé aux MF de participer a des entrevues en profondeur d'une heure. Les themes ont été

extraits a partir d'une analyse qualitative des données qui utilisait une
approche phénoménologique.

Principales observations Quatre themes sont ressortis des entrevues:le
réle du médecin lorsqu'il rédige une demande d’'indemnisation; la
complexité du patient; le manque de formation du MF en santé au travail;
et les solutions éventuelles pour améliorer le processus d’'évaluation de la
capacité fonctionnelle d'un accidenté du travail.

Conclusion Comme dans les autres domaines de la médecine, le
réle du MF est de rétablir la santé; optimiser les capacités sociales,
psychologiques et fonctionnelles; et minimiser les effets négatifs
de la blessure. L'évaluation de la capacité de retour au travail peut
constituer un défi, puisque le MF est d’abord formé pour évaluer et traiter
des symptdmes plutdt que pour déterminer une capacité au travail.
Les formulaires d’évaluation fonctionnelle ne fournissent pas assez
d'information au médecin et ne sont pas des outils de communication
vraiment utiles aux diverses instances qui s’occupent de retourner un
travailleur blessé au travail.

Cet article a fait I'objet d'une révision par des pairs.
Can Fam Physician 2011;57:202-9

POINTS DE REPERE DU REDACTEUR

® On aI'habitude de penser que les
meédecins de famille (MF) sont des
responsables légitimes du processus de
retour au travail des patients qui ont eu
une maladie ou une blessure liée au travail.

® Une étude chez des MF du Royaume

Uni a révélé que la tache de rédiger des
certificats de maladie était si lourde que
la moitié des MF participant a I'étude
souhaitaient qu'on les exempte de cette
tache. D'aprés la littérature, les facteurs qui
contribuent a rendre cette tache difficile
incluent les contraintes de temps, le peu
d'occasions de formation sur les questions
de santé au travail, les conflits éventuels
avec leur role de défenseur de leur patient
et la nature complexe de la relation
médecin-patient.

e Cette étude qualitative explore les
défis auxquels font face les MF lorsqu'on
leur demande d'évaluer la capacité
fonctionnelle de retour au travail de leurs
patients; décrit en détails I'expérience et
les opinions des MF concernant la gestion
de I'incapacité au travail; et suggere des
solutions pour rationaliser la structure

et le processus global d'évaluation de
I'incapacite.
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role in the return-to-work (RTW) process. Research

has shown that interactions between physicians and
patients affect RTW outcomes.!? The medical community
has created policies and guidelines that outline the physi-
cian’s involvement with RTW.>¢ The physician’s role is to
provide medical treatment and guidance, and to provide
information outlining patients’ work restrictions or neces-
sary accommodations.” Along with the traditional role of
physicians as the gatekeepers in the RTW process, FPs are
expected to provide medical justification for patients’ receipt
of compensation benefits, to give their opinion on how inju-
ries or illnesses are related to patients’ work, to determine
the length of time workers should be off work, and to judge
the appropriateness of temporary work reassignments.2”
However, the inherently complex nature of the RTW pro-
cess makes implementation of these policies and guidelines
difficult. Other than the nature of injury and health care
treatments, psychosocial factors such as workplace rela-
tionships,® economic factors such as secondary financial
gain,’ the compensation process and employer policies,©
and social policies!'!'? all come into play in the RTW process.

The expectations that various stakeholders have of FPs
are sometimes diverse and often contribute to the complex-
ity of the FP’s role.” There is increasing pressure on FPs, as
governments seek to improve efficiency and increasingly
perceive medical certification of illness to be contributing
to poor economic performance.'* Hussey et al revealed that
the burden on GPs in the United Kingdom of providing sick-
ness certificates was so onerous that half of the GPs who
participated in the study wished their role in certification
were taken away.!* Other challenges that have been cited
include inadequate knowledge or skills to provide impair-
ment evaluation or opinion; concerns about trust, confi-
dentiality, and symptom exaggeration by patients that could
adversely affect management; time constraints!>'é; lack of
strategies for measurement of residual function; and differ-
ences between patient and physician values.!”

This study focuses on academic FPs’ experiences of
assessing patients’ functional ability to RTW in Ontario. Our
research addresses the following objectives: to explore the
challenges FPs face when asked to assess patients’ func-
tional ability to RTW; to produce a detailed account of FPs’
experiences and views on workplace disability manage-
ment, including which parts of the disability assessment
and management process they would like to modify or
relinquish; and to provide solutions to streamline the struc-
ture and overall process of assessing disability.

Family physicians are seen as having an important

Study design
A descriptive phenomenologic approach was used to collect
data and inform the analysis of this study. Phenomenology

has roots in the philosophical perspectives of Edmund
Husserl (1859-1938), a German mathematician, who
believed that the objectivism of science precluded an
adequate comprehension of the world. The basic tenet of
this approach is to describe particular phenomena, or the
appearance of things, as lived experiences.'® Lived experi-
ences involve the immediate consciousness of life’s events
before reflection and without interpretation. It is this experi-
ence that gives meaning to each individual’s perceptions of
a particular phenomenon, and thus presents to the individ-
ual what is true or real in his or her life."”

For this study, 6 in-depth interviews were conducted
with academic FPs from a family health team located
within a large urban academic teaching hospital in
Toronto, Ont. All FPs from the family health team who
had experience with functional ability assessment and
the disability management process were eligible to par-
ticipate. Four respondents were women and 2 were men.
Years of experience as a practising FP ranged from 4 to
29 years. All FPs held academic appointments from the
academic teaching hospital’s affiliated university.

In phenomenologic research, data are commonly col-
lected through face-to-face interviews to gain insights into
the experiences of the participants. Open-ended interviews
facilitate the collection of rich data by providing patrtici-
pants with the opportunity to describe their experiences
fully. The in-depth interviews were semistructured and
followed an iterative process; questions were modified
depending on the interviewees’ responses. The topical
area of how study participants experienced the process of
assessing functional ability for RTW, however, remained
the same throughout the interview process. The following
questions were posed to elicit experiences with assessing
the functional ability of injured workers:

1. What is it like having to assess a patient’s functional
ability?

2. How do you feel about having to assess a patient’s
functional ability?

3. Based on your experience, what part of the process
would you like to modify or change?

Each interview lasted approximately 1 hour. The
interviews were audiotaped and professionally tran-
scribed. Recording of the sessions increased the
accuracy of information gathering, as it allowed the
interviewer to concentrate on the interview and its pro-
cess rather than on attempting to take detailed notes
during the interview.

In qualitative research, guidelines for determining
nonprobabilistic sample sizes are virtually nonexistent.
This study involved purposive sampling,'s* the rationale
of which was to select information-rich cases that would
illuminate the research questions being studied.?' This is
an appropriate method to select participants for a study
using a descriptive phenomenologic approach because
the aim is to understand and describe a particular
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phenomenon from the perspective of those who have
experienced it. Sample sizes of up to 10 are adequate,
provided participants are able to provide rich descrip-
tions of the phenomenon.'® Given the narrow focus of
the research question and our aim to describe the lived
experiences of a few individuals, data saturation using
our phenomenologic approach was not a goal,? and thus
the sample size of 6 was deemed appropriate.'®

Ethics

Approval from the hospital ethics review board was
obtained for the study. At the beginning of each inter-
view, the interviewer (G.T.) obtained both verbal con-
firmation of consent and written informed consent.
Participating FPs were provided with signed copies of
their consent forms at the beginning of the interviews.

Data analysis

We analyzed the descriptions given by participants and
divided them into meaning-laden statements, a pro-
cess known as horizontalization.*® Then, we transformed
them into clusters of meaning expressed in phenomeno-
logic concepts. Finally, we tied the concepts together to
make a general description of the experiences in 2 ways:
the textural description of what was experienced and
the structural description of how it was experienced.?
The goal of this phenomenologic report was to leave
the reader with the essence of the experience® and the
belief that they “understand better what it is like for
someone to experience [the phenomenon]."?

Following this process, 2 researchers (S.S. and
G.T.) immersed themselves in the data by independ-
ently reading transcripts and field notes to identify prin-
cipal elements. Coding was done using the constant
comparative method,?* moving back and forth between
interview material and analysis and uncovering similar-
ities and differences in data from the various interviews.
This procedure generated categories and subcategories;
emerging themes became the categories for analysis.
Triangulation, by including a third coder (C.C.) for the
final analysis, was used to improve the consistency and
reliability of analyses.?” Differences in interpretation
were resolved by consensus. The final analysis involved
examining all the data collectively, thus permitting rela-
tionships between and among central themes to emerge.

A qualitative computer software package, NVivo,?
was used to store and organize the various codes
derived from the data. The software allowed each code
or theme to be stored and then organized into larger
categories as the research proceeded.

Four themes emerged from the interviews: the FP’s

role in filing compensation claims; the complexity of
the patient; the FP’s lack of training in occupational
health; and possible solutions for improving the process
of assessing the functional ability of an injured worker.

Role in filing compensation claims

Participating FPs experienced various logistical challenges
to filling out the forms necessary to file compensation
claims. Several FPs described how their patients discussed
other health-related issues at appointments and how the
forms and work-related injuries were often secondary to
the visits. This provided FPs with very little or no time to
complete forms for patients, as one FP described:

It's very challenging because when patients [are]
present ... they are coming because they are diabetic
or they are coming because of hypertension, they
are coming because they are needing a prescription
renewal, [and] often you see the form [only as you]
are finishing up the visit.

Some FPs described how their patients were often
not forthcoming with whether their visits were for work-
related injuries. In fact, one FP described how months
went by before she realized that the patient was coming
in for a work-related injury:

People won't tell you it's a workplace injury at all; and
then you go through the whole thing, and then like a
month goes, 2, 3 months go by; you see them for every
visit, you bill [the Ontario Health Insurance Plan] for
all those visits, and then finally they say something
and you're like, “I thought you told me that happened
at home.” Somebody told me they fell off their roof at
home so I was, “Oh well.” He had a broken leg and all
this stuff and [it turned out] this happened at a con-
struction site at work and he didn't tell me.

Many FPs concurred that patients often avoided
discussing work injuries and underreported injuries
because they did not want to be stigmatized and risk
losing their jobs:

I have had many people minimize their injuries and
not want me to put in a compensation claim because
they want to go back to work, and in this economy
people don't want to be perceived as weak or dam-
aged in some way. So I have ... been interested to see
how many patients in fact don't want me ... to put this
through as a [Workplace Safety and Insurance Board
claim].

Overall, the seemingly simple task of filing a compen-
sation claim had several logistical and administrative
challenges.
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Complexity of the patient

Logistical barriers aside, and as alluded to earlier, several
FPs described their patients as “complex.” Although FPs
described such patients using a medical lens when refer-
ring to pre-existing conditions and special circumstances
such as pregnancy, most participants used a psychosocial
lens to describe why they perceived their patients to be
complex. They cited workplace psychosocial factors as
the main difficulty for returning patients to work:

It’s not the [musculoskeletal] things that I'm seeing.
I'm seeing the patients who can’t cope with their
workplace environment and are developing anxiety
and depression and need me to write sick notes for
them because they have a conflict with either a co-
worker or with a supervisor. So that's the bulk of
what I see.

The FPs in this study agreed that patients who experi-
enced despondency in their lives and their work tended
to use “excuses” as a way of escaping their current real-
ities. One FP observed the following:

I see people [who] are desperately unhappy with
their lives, and a work-related injury sometimes is
an opportunity for them to get out of something that
they are unhappy with .... And that's the hard type of
patient to manage.

In addition, FPs described how pain was a subjective
response, and oftentimes their objective examinations
did not correspond with patients’ responses:

A patient might come in and they might be in a lot
of pain, but when I'm doing the exam, they have full
range of motion or they are able to do everything. So
it's a little bit hard sometimes to assess that because
my objective findings or their subjective feelings [are
off, and] it's hard to assess their subjective pain.

A few FPs described experiencing challenges in situ-
ations in which there was the risk of secondary gain for
patients. They described being unsure of their assessments:

I never know if someone is lying to me or not lying to
me. I never know if my assessment is true or not true,
and I never know how to put people back to work in
an appropriate time. I don't know if I should be push-
ing them to go back to work sooner or being slow
and protracted; so I am really relying on the patient’s
word rather than anything else .... I had a recent one
where there was a girl who got hurt; she worked at a
retail store, and she said her pain is like horrible and
she can't do anything [in the store or] in the office
either. She could be a very good faker, which I'm not

sure, or she could really be in a lot of pain. It's very
hard for me to tell sometimes.

Another FP pointed out that most patients were hon-
est about their abilities and thus easy to assess. However
there was a small minority who might be malingering,
which made the assessment process more difficult.

Most of the patients don't lie .... But the problem is
that [for some patients] I'm not sure of how much
is real and how much is not real, and those people I
have difficulty with because I'm not sure exactly [how
to assess them].

Participants described the assessment process as
a complex practice that needed to consider the vari-
ous psychosocial factors that often accompany a work-
related injury. As a result, the experience of filling out
forms and assessing functional abilities was not neces-
sarily a straightforward process.

Knowledge and skills required for assessment
All FPs described inadequate education on issues of
occupational health during their medical training:

In medical school for example, there is nothing about
occupational health .... [M]aybe at that point there
should be some kind of introduction in terms of
functional ability assessment. In residency, as family
medicine residency, there is nothing really there
either in terms specifically geared to this [responsibil-
ity] or even that we are going to be faced with it.

As a result, most of the FPs did not feel confident
when assessing functional abilities. They believed they
were ill-equipped to make decisions about patients’ abil-
ity to RTW. As one participant explained, “I have no
question that I don't have the proper training to do the
kind of detailed functional assessment that sometimes is
necessary to really be able to determine when patients
can go back [to work].”

Several FPs also described how they did not believe
they had either the proper training or the tools neces-
sary to identify patients who were malingering:

I don't have any tools, so how the hell do I know if
[the patient] can do it [lift 20 1b] or can’t do it. Or even
if they can do it but pretend not to [be able to] do it
.... I have never been taught to be able to decipher
between who is malingering and not malingering.
There are a few tricks that you can use, but I don't
know what they are.

The lack of confidence in their ability to appropri-
ately assess a patient’s functional ability to RTW and
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their inability to answer every question asked on the
forms seemed to cause feelings of frustration and anx-
iety among several of the FPs. One noted, “I never feel
like I have enough information to fill out all the damn
forms. All those questions—I can’t answer them. So I
have difficulty with that.”

As a result, the FPs explained how they were very
careful with what they put in writing. They expressed
concern about whether they would be legally liable
should anything happen to their patients as a result of
something they wrote:

I don't really know what the consequences are in
terms of the legality. If I were to say, “Yeah, this per-
son can carry 20 kg,” and they go to work and carry
20 kg and something happens, I don’'t know what
happens in that situation. I don’t know if it comes
back to me.

Overall, FPs cited inadequate medical education, poor
preparation for determining disability, and insecurity
around their ability to determine disability as contrib-
uting to the belief that filling out forms was a personal
(and potentially a legal) burden.

Improving the experience

Participants offered various solutions to the challenges
they faced in assessing functional ability for RTW. All
FPs described a lack of knowledge regarding patients’
workplaces. Some suggested that along with the forms,
there could be a brief description of the workplace and a
list of potential modified duties:

It would be nice if the employer sent something to me
maybe stating what this person’s duties are and what
they have to do, and then I would have a better idea
and I would be able to say, “Well yes, I think you can
do this; I think you can do that.”

Others described standardizing the forms or aligning
the forms to “fit” what the FP was already doing in terms
of their routine assessment. Others discussed a more
interprofessional approach to assessing functional abil-
ity through a partnership between the FP and a physio-
therapist:

A doctor and a physiotherapist together might be a
good combination because I think they would be able
to do all these things. I mean, I can't assess [every-
thing] on my own. I wonder if a physiotherapist could
be involved.

However, several FPs believed they could forgo
the whole process of assessing functional ability for
RTW. They believed that there were other health care

professionals who were better equipped to conduct
thorough assessments:

I think having a physiotherapist or someone else who
is better trained to do functional assessments [would
be a better solution]. I think they are probably a better
person to fill something like this out. I think my role is
to make sure there isn't anything acute.

Overall, FPs suggested that more information about
patients’ workplaces, realigning the forms, and taking an
interprofessional approach to the assessment (aside from
forgoing the entire process) would improve their experi-
ence and the accuracy of the functional assessment.

Parsons’ construct of the sick role has provided an
important framework for understanding the health and
illness behaviour of individuals.?’ By virtue of accepting
the sick role, an individual is temporarily allowed to
demonstrate dependency and is relieved of per-
forming other roles and tasks. In return, the individual
is expected to work toward getting better and to seek
medical attention that facilitates their recovery. If the
individual is believed to jeopardize the rights and priv-
ileges of the sick role, they can be seen as a malingerer,
feigning sickness to acquire privileges accorded to the
sick, or what Parsons calls secondary gains.?

Physicians are traditionally considered to be legitimate
gatekeepers of entry into the sick role. According to
Freidson, physicians are society’s authority on what “ill-
ness really is,” hence they create the social possibil-
ities for acting sick.* Physicians are not only experts,
but also incumbents in an officially sanctioned position
in which they determine who is sick and what should
be done about it. That said, physicians themselves feel
frustrated with bearing the burden of imposing the final
word on assessing functional ability for RTW. According
to the literature, factors contributing to the difficulty
of this issue for physicians include time constraints,
insufficient educational opportunities about occupa-
tional health issues, possible conflicts with their role as
their patients’ advocates, and the complex nature of the
physician-patient relationship.'

This study contributed new information about aca-
demic FPs experiences with assessing functional abil-
ity for RTW. The findings suggest that much work
needs to be done to improve this experience and pro-
cess. Although this study gathered data from a small
sample, the findings resonate with the academic lit-
erature that has emerged in the area of the phys-
ician’s role in assessing disability and determining
sick leave.3!-33
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Through this analysis, we have learned how difficult it
is for FPs to assess functional ability for RTW and about
the tremendous limitations of using a single assessment
form as the main pathway of communication among
workplace stakeholders. This assessment form is typ-
ically used by workplace compensation boards and is
often the only means of communication between the
employer and the health care provider. As a communi-
cation tool, it is unidirectional and impersonal, and
respondents described it as difficult to fill out accurately.
According to the FPs in this study, there is a high degree
of uncertainty surrounding the information they provide
when filling out these forms. It is clear that such assess-
ment forms do not adequately allow for the exchange of
information fundamental to RTW assessment.

Although psychosocial factors related to RTW are
important to consider, the workers’ compensation sys-
tem is more biomedically oriented. Family physicians are
asked to provide diagnoses, prognoses, and RTW dates.
For injuries in which healing processes are highly pre-
dictable, assessment forms can be easily completed. We
heard from the respondents, however, that most soft-
tissue injuries fail to follow a predictable pattern of recov-
ery. Family physicians are not trained in occupational
health in general, and they have little or no experience
identifying and determining disability in particular. As
a result, the respondents in this study often relied on
information provided by their patients to complete the
functional-ability forms. Our findings concur with those
of Pransky et al,'” who found that primary care providers
relied mainly on patient input for disability assessment.
As a result, the potential for considerable discordance
often exists among the various stakeholders, particularly
within the physician-patient relationship. Another study
found that 80% of physicians thought that completing
disability forms could adversely affect physician-patient
relationships, and that 62% thought that it constituted a
conflict of interest.* The FPs in our study described feel-
ing troubled by the fact that they could not distinguish
between malingerers and nonmalingerers. Although out-
right malingering seems to be the exception, distortion
and some exaggeration of symptoms might be common.3
These areas of nonmedical distress cannot be captured in
a biomedically oriented functional assessment.

In essence, we heavily rely on FPs to provide medical
justification for receipt of compensation benefits, to give
opinions about whether injuries or illnesses are related
to work, to determine the length of time workers should
be off work, and to judge the appropriateness of tem-
porary work reassignments.?” However, FPs think that
current medical education is not providing them with
the training necessary to fill these roles. In addition, FPs
are equipped with a poor communication tool—a single
assessment form—and expected to assess a patient’s
functional abilities to RTW. It is of little surprise that

many FPs feel frustrated and would prefer to forgo the
process entirely.

Those involved in the RTW process need to re-
examine the usefulness of these functional assessment
forms to determine how they can be modified to address
psychosocial components of work disability preven-
tion. In addition, stating that communication between
all stakeholders in the RTW process is important is not
enough. We need to provide those involved in the pro-
cess with the tools necessary to complete their tasks
in a confident manner. An interprofessional approach
to disability management in which there is a partner-
ship between health professionals who are specifically
trained to assess functional abilities and FPs who have
specific knowledge of their injured patients would cer-
tainly help to facilitate the process.

Limitations and strengths

Caution is needed in interpreting the results of our study.
As for all qualitative studies, the findings are context-
bound and might not be generalizable to other FPs. The
nature of this research was descriptive and explora-
tory, and thus cannot provide definitive conclusions;
however, the findings support current literature that
describes the importance of improving communication
channels among workplace stakeholders. Given the cur-
rent momentum for including all workplace stakehold-
ers in the RTW process, further research is warranted in
the area of improving existing communication tools and
creating other innovations to assist the RTW process.

Conclusion

Family physicians play an integral role in the assess-
ment of functional abilities for RTW. As in other areas
of medicine, the role of the FP is to restore health; opti-
mize social, psychological, and functional capabilities;
and minimize the negative effects of injury. Assessing
functional abilities for RTW can be challenging, as FPs
are trained to focus on assessing and treating symptoms
rather than on determining occupational functioning.
Clearly, a functional assessment does not provide enough
information for physicians and serves as a poor com-
munication tool among the stakeholders involved with
returning injured workers to work. In addition, functional
assessments have not been shown to predict recovery.
Given the importance of providing appropriate, timely,
and specific information, it is critical for all concerned
parties to reassess the usefulness of requiring a func-
tional assessment and embrace a biopsychosocial model
in the determination of readiness to RTW.
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